DURING our annual meetings, it always strikes us that the proportion of papers dealing with psychological and counselling facets of spinal injuries is so small compared with the large numbers of paper covering the physical aspects, in spite of the fact that suddenly becoming para-or tetraplegic must have enormous consequences on the philosophy and view of life of the patient, his family and, perhaps, those therapeutically involved.
That is my main argument, as a neurosurgeon not professionally involved in counselling, for presenting this non-scientific paper. The various stages in the emotional response of the patient to his tragedy have been described by, among others, Guttmann (1973) , Gunther (1969) , Kerr and Thompson (1972) and Harris et al. (1973) , and so I will not repeat them here. One may wonder whether the way in which the patient is informed during the first weeks about his injury and his future influences his mental and emotional adjustment; or does it not matter at all?
The literature shows a remarkable paucity concerning this subject. Michaelis (1973) is afraid that premature information may be over-pessimistic and thus have negative consequences for the doctor-patient relationship. Naughton (1963) says that the doctor should not divulge any unpleasant details unless the patient really wants to know. The crisis, he says, 'should not be used to upset people'. Betts and Rosen (1969) consider it 'improper to volunteer specific information about the future, although in the rare case when the physician is asked directly, the patient should be told the truth'. Kerr (1972) stresses the large number of patients who had never been told their prognosis. He discusses prognosis honestly as soon as the patient is admitted to the centre. He prefers to postpone discussion about sex. According to Harris et al. (1973) , there should not be undue delay in informing the patient, although information should not be given on the first day of the paralysis.
A scientific approach determining correlation between information and result of adjustment is almost impossible. It is very difficult to measure emotional adjustment and too many variables are involved.
Among those variables are the premorbide intelligence, personality and social characteristic of the patients, his family relationships, the attitude and philosophy of the doctor in charge and his ability to cope in an adequate way with the problem. Other influencing factors are the length of the time elapsed since the accident, the level of the cord lesion, and also the profession. It may also make a difference whether the patient is immediately admitted to a spinal unit and stays there, or is first admitted to a neurosurgical department, as in Scandinavia and Holland. In our neurosurgical department, patients are usually admitted within a few hours of the accident, usually conservatively treated and transferred to a spinal rehabilita tion unit a few weeks later. We incorporated in our extensive follow-up interviews some non-directive, carefully composed questions about the patient's opinion of our way of informing him or her, restricting ourselves to the information given during the stay in our department, i.e. the first weeks. We also asked their opinions in general, regarding the information to be given to paraplegics in the acute stage.
In 1973 we interviewed 60 patients, all suffering from complete or severe incomplete traumatic cord lesions and admitted within six hours of the accident in the period of 1961 to 1970. In 16 cases we had not volunteered information and they had not demanded it. In 44 the initiative had been on our side. In at least one conversation of 30 to 60 minutes' duration taking place between 4 and 20 days after the accident, and before transferral to the rehabilitation unit, I discussed prognosis with the patient.
The results of our interviews were categorised and are shown in Tables I to IV. Table I : 38 said that they received their first information from the doctor; 4 from a nurse and 2 from their wife. 16 patients, a group from the early years, told us nobody had informed them during the stay in our department, which does not necessarily mean that this is true. Table II : 31 of them said that the information given to them by us or by the rehabilitation doctor had been correct, in 8 cases it had been, according to them, too optimistic and in 9, all incomplete lesions, too pessimistic. This last point confirms Michaelis' opinion, at least for incomplete lesions. Table III : 35 said that the information should be given early at all events within the first fortnight; 15 were of the opinion that the moment depended, mainly on the mental situation of the patient. Only four preferred later information to be given more than a month after the accident. All of those who had not been given information during the stay in our hospital reproached us, sometimes vehemently. Only a few indicated that as a result of the information they had temporarily lost all ambition to take part in the rehabilitation programme. All but one patient said that, in the end, they had been grateful that we did inform them early. We are well aware that these, largely subjective, opinions given after many years by a heterogeneous group of patients do not prove that early information is to be preferred as a standard approach, but on the other hand they cannot be disregarded.
Since 1971, we aim at the following standard approach:
(a) One of us, R. B., sees the family a few times during the first days and informs them in as detailed a manner as they wish and as we are able.
(b) Subsequently he talks with the patient privately and he tries to inform him or her as completely as possible about what has happened, and what the consequences as to movement, sensation, bladder and bowel-control will be, according to the rule that bad news should be told directly and openly and its effects subsequently mitigated. He tries to do this as understandingly and sympathetically as possible. All of this takes place in 30-60 minutes, during which time he avoids mentioning sexual aspects unless they are asked for, because we think that discussion of this subject is better postponed to a later date.
Finally he tries to stress positive aspects if present which may be difficult, particularly in cases of high cervical lesions as we think it would be better for the patient if he died. He tries to remotivate the patient as much as the given situation allows without being too optimistic.
This private contact is repeated at least once during the next two weeks. (c) The nursing staff is then made aware of the contents of the discussion and the initial reaction of the patient. We do not instruct or influence them or the family in their approach.
(d) Our psychologist, Mrs Orbaan, meets the patient a few times during the next two weeks, at least for two separate periods of a few hours each.
In addition to talking with the patients normally she obtains a biographical history and subjects the patients if possible to a series of tests mentioned in Table V . The Rorschach and TAT, although disputed, are included to obtain an im pression of the personality and to evaluate unconscious characteristics not revealed by external behaviour. Coarctated protocols revealing depression were sometimes found. Another interesting fact is that in many cases so-called 'decay-answers' were given. These answers indicate feelings of being mutilated, and were also given by patients who were still in their denial phase, even denying the content of the information provided. Some characteristic 'decay-answers' are: 'a burned piece of paper', 'a half-eaten fish', 'a bird cut in two', 'a mole kicked to death'.
Her work teaches us that although of course the paraplegic man does not exist-as every paraplegic patient is a case that is unique in itself, fighting in his own way to regain his disturbed balance-there are various stages in the process of acceptance of the trauma. The result will be presented in a separate paper.
We do not know whether our present standard approach enhances the process of adjustment or has a negative effect. We also realise that in this we have only touched on the aspect of providing early information to the patient admitted to our neurosurgical department.
SUMMARY
The information of the patient in the early stages after his spinal cord injury is often deficient. The opinion of 60 patients regarding some aspects of the information given to them during these early stages is discussed. The actual approach of patients with acute traumatic para-and tetraplegia, providing early detailed information and including a psychological interview, is presented. RESUME La methode de renseigner Ie malade dans la premiere peri ode apres la lesion trans versal de la moelle epiniere est souvent insuffisante. L'opinion de 60 malades sur certains aspects des renseignements donnes pendants cette premiere periode est presentee. La methode actuelle du traitement des malades souffrants d'une para-et tetraplegie traumatique aigue donnant promptement des renseignements detailles y compris une interview psycho logique, a aussi ete reproduite. There has already appeared in the American journals a State Register of Spinal Cord Injuries compiled by Ducker, a neurologist. I have studied this carefully but it is far from satisfactory as the data recorded are rather arbitrary. I hope that John and his colleagues will perhaps get in touch with the people and enlighten them as to how a spinal cord injury register should be set up.
ZUSAMMENFASSUNG
DR J. YOUNG (U.S.A.). We will, Sir. SIR LUDWIG GUTTMANN. With regard to Dr Braakmann's paper about when the patient should be told about his neurological deficit and prognosis, I agree that this depends on the patient'S personality and his general condition but also on the family. However, I do feel that the patient and his family should be informed as soon as possible. In tetraplegics it is sometimes difficult to make a final diagnosis in respect of functional recovery as it may take several weeks until some recovery occurs. Therefore, one should be guarded but not too pessimistic in the very beginning regarding the possibility of at least some recovery.
With regard to psychological tests, these should be done critically as the result often depends on the attitude of the patient at the time of the test. During World War II, I made a very simple test to find out about the mentality and emotional reaction of paraplegics and tetraplegics to their cord injury. I asked every patient to write a little essay about their own reaction to their injury, and I can say I have learned a great deal about the whole psychology of these patients. I suggest that this kind of self observation of these patients should be considered in the programme of management. In this connection, it is also of great interest that one can learn about the sexual problems of the patients following their injury, and I consider it the duty of the medical officer to discuss freely this important problem with both male and female patients. I am well aware that some doctors and surgeons are rather shy or embarrassed and reluctant to do this, but in this present permissive society, this shyness is slowly disappearing. From personal experience I only can say how grateful these patients are if the medical man takes the initiative to discuss this problem and guide the patient.
DR WALSH (G.B.). There is one point I would like to make and that is that we have recently had a number of complaints from patients that they have never been informed about their prognosis, although we know perfectly well that they had. We now have a system whereby the consultant in charge has to state in the notes the date on which he has told the patient and his family details about the prognosis. This will prevent the patients returning for check ups with sores, etc., who will say that nobody had told them anything about this.
